The concept of recovery in mental health started as a philosophy in community settings as a direct result of the civil rights and deinstitutionalization movements of the 1960s. When "ex-mental patients" found themselves in the community with minimal, if any, resources, they officially organized to change the treatment and eliminate stigma starting in the early 1970s (Chamberlin, 1977) . This concept was quickly embraced by psychologists (who were primarily working with individuals in the community) with the development of the concept of psychiatric rehabilitation that focused on the person not the illness (Anthony, 1977) . It would be 15 years later before the first formal professionally derived definition of recovery was articulated with concepts such as a deeply personal, unique process of changing one's attitudes, values, feelings, goals, skills and/or roles . . . a way of living a satisfying, hopeful, and contributing life even with limitations caused by the illness . . . that involves the development of new meaning and purpose in one's life as one grows beyond the catastrophic effects of mental illness. (Anthony, 1993) In the early 1970s, psychiatrists began publishing nosological and longitudinal outcomes work on schizophrenia. They quantified that schizophrenia is not a disease with a definite downward course and that even in the most deteriorated patients there appeared to be natural improvement with aging (Carpenter, Strauss, & Bartko, 1973) . However, the early psychiatric literature that had a recovery flavor was imbedded in institutional psychiatry and focused primarily on diagnostic classification.
Prior to the 1970s, public awareness of the status of treatment in public institutions had been heightened by the publication of A Mind that Found Itself (Beers, 1908 We envision a future when everyone with mental illness will recover, a future when mental illnesses can be prevented or cured, a future when mental illnesses are detected early, and a future when anyone with a mental illness at any stage of life has access to effective treatment and supportsessentials for living, working, learning, and participating fully in the community. (p. 9) In parallel, the World Health Organization (2001) released their first assessment of the global burden of mental illness. These documents, plus 20 years of pressure from consumer and family advocacy groups, led to a commitment to change the "system" of mental health care in the United States from one of a view of chronicity to one of recovery orientation. This occurred a decade ago with the release of the results of the first National Consensus Statement on Mental Health Recovery from the Substance Abuse and Mental Health Services Administration (SAMHSA, 2004) . A bold, new approach to treatment would ensue based on the following premise:
Mental health recovery is a journey of healing and transformation enabling a person with a mental health problem to live a meaningful life in a community of his or her choice while striving to achieve his or her full potential.
This definition was updated in 2012 (www.samhsa.gov/ recovery) to "a process of change through which individuals improve their health and wellness, live a selfdirected life, and strive to reach their full potential." Over the 20 years since Anthony's first definition, the concept and definition of recovery continues to be discussed, shaped, and developed.
Components of a recovery-oriented system have been identified to include a process that is directed by the person not the provider, is individualized and person-centered, focuses on empowerment, is holistic and nonlinear, strengths-based, inclusive of peer support and personal responsibility, and anchored in respect and hope (SAMHSA, 2012) . Recovery elements that have been researched from the consumer perspective include renewing hope and commitment, redefining self, incorporating illness into one's life, being involved in meaningful activities, overcoming stigma, assuming control, becoming empowered and exercising citizenship, managing symptoms, and being supported by others (Davidson, O'Connell, Tondora, Staeheli, & Evans, 2005) .
There is no mention of psychiatric nursing in relationship to recovery until the 1990s. This could be due partly to the fact that psychiatric nurses walk a tightrope between advocacy and servitude. One could argue that the American Nurses Association definition of general nursing epitomizes the recovery philosophy but has not been recognized as so within the discipline of psychiatry:
Nursing is the protection, promotion, and optimization of health and abilities, prevention of illness and injury, alleviation of suffering through the diagnosis and treatment of human response, and advocacy in the care of individuals, families, communities, and populations. (American Nurses Association, 2013) Within the discipline of psychiatric nursing, certainly Hildegarde Peplau's landmark textbook, Interpersonal Relations in Nursing, describes the recovery philosophy with her statement:
Nursing is an educative instrument, a maturing force, that aims to promote forward movement of personality in the direction of creative, constructive, productive, personal, and community living. (Peplau, 1952) Labeled as psychosocial rehabilitation or psychiatric rehabilitation, nursing authors have written about the need for nursing to incorporate recovery-focused interventions into their practice (Furlong-Norman, Palmer-Erbs, & Jonikas, 1997; Moller & Murphy, 1997; Palmer-Erbs & Anthony, 1995; Wilbur & Arns, 1998) . Other nurses have written about specific principles or focuses of recovery. These authors described the benefit of recovery-oriented interventions and gave suggestions as to how to improve the focus of nursing intervention development.
This body of work addressed the following recovery principles: hope (Adams & Partee, 1998; Czuchta & Johnson, 1998) , self-esteem/sense of self (Czuchta & Johnson, 1998; Roe, Chopra, Wagner, Katz, & Rudnick, 2004) , fostering self-help/self-responsibility (Kelly, Sautter, Tugrul, & Weaver, 1990) , meaningful activities such as club house and employment (Donegan & Palmer-Erbs, 1998; Farrell & Deeds, 1997; Pickens, 1999) , and supported education (Palmer-Erbs & Unger, 1997) .
There is little published nursing research related to recovery. Caldwell and Jorm (2001) studied mental health nurses' recovery attitudes. Four nursing articles have been published on nursing recovery practice models (Barker, 2001; McLoughlin, Webb, Myers, Skinner, & Adams, 2010; Moller & Murphy, 1997; Warren & Lutz, 2000) . Forchuk, Jewell, Tweedell, and Steinnagel (2003) studied the changing roles of staff as patients progressed through the recovery progress. McLoughlin and Fitzpatrick (2008) modified an instrument to gauge recovery-oriented practices in mental health nurses and conducted an exploratory study in a state hospital setting. Finally, Moller and Zauszniewsky (2011) studied psychological adjustment processes that contribute to engaging in recovery-oriented programs.
With psychiatric nursing as the last of the major psychiatric disciplines to officially publish about recovery (even though we would argue that the definition of nursing in and of itself describes recovery), where are we in 2013? This issue of the Journal of the American Psychiatric Nurses Association is dedicated to the state of psychiatric nursing in the field of recovery. We would like to thank the authors who have begun the arduous task of documenting the roles of psychiatric nursing both in the areas of research as well as application to clinical practice.
Jensen et al. speak to the importance of changing nursing language to an active person-first frame instead of a passive, patient-focused vernacular. These authors, all members of the APNA Recovery Council, describe what is nothing less than a culture change in both inpatient and community settings. They advocate the need for a sea change of language that "relies on words that reflect awareness, a sense of dignity, and positive attitudes about people with psychiatric illnesses."
While it may be more difficult to integrate recovery practices into a forensic hospital setting, Livingston et al. describe an aggressive attempt at improving patient engagement. By establishing a peer support program, strengthening a patient advisory committee, and creating a consumer-led research team in a large forensic setting, results of this longitudinal study indicate that it was possible to improve the experience of recovery-oriented care in a large, long-term stay forensic hospital.
Through instrument development, nurse researchers are in the process of quantifying recovery-oriented nursing interventions. McLoughlin and Fitzpatrick (2008) adapted the Recovery Self Assessment-Provider version developed by O'Connell, Tondora, Croog, Evans, and Davidson (2005) to focus specifically on the care provided by inpatient psychiatric registered nurses in a state hospital setting. The RSA-RN (McLoughlin & Fitzpatrick, 2008 ) is now being used in an urban, university-based acute care inpatient psychiatric unit to investigate the outcomes of integrating mental health recovery principles into a professional practice model. In this initial report of a larger in-process study, baseline results are compared to a prior state hospital study and identify very similar outcomes.
Psychiatric nurses have been employed in Assertive Community Treatment (ACT) programs since their inception (Marx, Test, & Stein, 1973) . With the ACT focus of bringing services to the person in the community, many recovery principles are innately imbedded in the philosophy. The study by Stull et al. focuses on measuring the specific recovery orientation of ACT in general through the use of surveys, treatment plan ratings, diaries of treatment visits, and team-leader-reported treatment control mechanisms. Although not nurses, the authors identify results that are implemented by nurses. By comparing ACT teams evaluated as either high or low in recovery orientation, the authors conclude that several recoveryoriented practices are present and quantifiable, in particular, higher expectations for consumer recovery; greater consumer involvement and goal-directed content; less use of representative payee, agency-held lease, daily medication delivery, and family involvement; and conveying hope and choice.
These articles represent the state-of-the-art in published recovery-oriented nursing research in the professional literature in 2013. We look forward to further development in the concepts of recovery-oriented psychiatric nursing care and the expansion of research in this critically important area. As nurse clinicians and researchers collectively promote, develop, and implement recovery-oriented care across the lifespan in all aspects of psychiatric nursing from the community-to facility-based settings, we have the opportunity to influence the field in ways yet uncharted.
